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Introduction

Renocolic fistulas are a rare clinical scenario with records of
initial cases documented around 460 B.C. as described by
Hippocrates [1]. They may be spontaneous or traumatic in
origin where staghorn calculi, renal infections (perinephric
abscess, xanthogranulomatous pyelonephritis and renal
tuberculosis), renal malignancies and Crohn's disease
accounts for spontancous fistulas [2]. Around 130 cases are
reported in medical literature [1] and the following case is
reported after informed consent was taken from the patient.

Case Report

A 72 year old man was admitted to the surgical casualty ward
with a two week history of left sided loin pain and swelling. It
was a constant dull aching pain of mild to moderate severity.
There was no radiation of the pain. He did not have any
associated dysuria, frequency or haematuria. He also had on
and off fever with chills for the past 1 week, associated with
anorexia and loss of weight. His bowel habits remained
unchanged and there was no history of per rectal bleeding or
colicky pain during defecation.

He was a diagnosed patient with a staghorn calculus in the left
renal pelvis (Figure 1). He first presented in a similar manner
3 and a half years previously with left loin pain and fever,
where he was diagnosed to have left pyelonephritis
complicated with a perinephric abscess formation. USS
guided drainage of the abscess was done and the patient was
discharge after completing an IV antibiotic course with a plan
for pyelolithotomy. However, he defaulted follow up and had
remained symptom free until four months ago when he
presented with a urinary tract infection. During this admission
he was treated as for an uncomplicated UTI as there were no
USS features of pyelonephritis. CT IVU was planned, but the
patient again defaulted until his current admission. Other than
for the renal calculi, he did not have any chronic illness.

On examination the patient was ill looking, dehydrated and
pale. Heart rate was 88 bpm, blood pressure was 80/50 mmHg
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and the respiratory rate was 14 breaths per minute.
Abdominal examination revealed left lumbar fullness and a
tender ballotable loin mass. He also had a positive psoas
spasm on the left side. The rest of the abdominal examination
including the per rectal examination was unremarkable.

Figure 1. X-ray KUB showing the staghorn calculus.

His initial white cell count was 10.1 x 109/L with 67%
neutrophils. Haemoglobin was 8.9g/dl. Urine analysis
showed 20 - 25 pus cells and 8 — 10 red cells. 2 urine cultures
only revealed mixed growth and were not able to isolate a
pathogen. Serum creatinine was 70 mmol/L and serum
potassium was 4.9 mmol/L.

USS revealed a contracted left kidney with a staghorn
calculus and perinephric collection indicating an abscess
formation involving part of the psoas muscle. CT abdomen
revealed severely scarred left kidney with a staghorn calculus
in the descending colon indicating a fistula connecting the
colon to the contracted kidney. There wasa 9.6 cmx 3.9 cm x
1.7 cm collection in relation to the left kidney extending along
the left psoas muscle with CT features suggestive of an
abscess (Figure 2 & 3).

The patient underwent an exploratory laparotomy on day 10
of his current admission. The descending colon was found
fixed to the scared left kidney. The diseased part of the colon
was mobilized and resected with the fistula tract connecting it
to the left kidney. The abscess beneath the colon extending

along the psoas muscle was drained. A large staghorn calculus
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was found within the descending colon. The proximal and
distal colon was exteriorized forming a colostomy and mucus
fistula respectively. Following the surgery, the patient made a
gradual recovery.

Figure 2. CT abdomen with arrow indicating calculi within the

descending colon.

Figure 3. CT abdomen with arrow indicating calculi within the
descending colon.

Discussion

Staghorn calculi should always be completely removed
surgically as there is a high mortality from chronic renal
impairment, pyelonephritis with sepsis and renal squamous
cell carcinoma [3,4].

Nephrocolic fistula formation is a rare complication of
staghorn calculi and there are many cases reported in medical
literature [5-7]. Chronic inflammatory (tuberculosis and other
bacterial infections) and neoplastic conditions as well as
iatrogenic injury can lead to nephro-enteric fistula formation,

but staghorn calculi are the commonest cause [1,6,7].
Renocolic fistulas occurs usually secondary to renal disease
and it is rare following bowel pathology [1,8]. Clinical
presentation is nonspecific. The patient may have
experienced loss of weight, chronic ill health, diarrhoea and
may rarely present with intestinal obstruction [8]. Urinary
symptoms like pneumaturia and faecaluria are more specific
for enteric fistula [8].

Diagnosis depends on radiological findings [1,8].
Anterograde pyelography and CT scans are complimentary to
each other in identifying renocolic fistulas. CT scan is the best
investigation in establishing a diagnosis as well as planning
subsequent surgery [1,8,9].

The prognosis of the condition depends on the cause for the
fistula, duration of the disease and the remaining renal
function of the patient [7].
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Key Points:

Renocolic fistula is a rare clinical entity that can present with nonspecific symptoms.

Itis commonly caused due to staghorn calculi of the renal pelvis.

Diagnosis is by a contrast enhanced CT scan of the abdomen.
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